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intestine appeared, on feeling with the finger, to be single. FeWces came-down each rectum. He had not carried out an end-to-end anastomosis. He had closed both ends of the transverse colon and then performed a lateral anastomosis, overcoming the complication of a double colon by cutting away the septum at the site of the anastomosis.
Syringomyelia with Retrobulbar Neuritis.-H. J. STARLING, M.D.
Female, aged 15 years; one of nine children, of whom one died aged 9 weeks; others healthy. Father strong and healthy; mother has enlarged thyroid and is deaf. ,The patient was always healthy until April, 1929, when she saw a doctor on account of lassitude. In July her right leg began to drag on the ground, causing difficulty in walking, and she was in bed for three weeks. She then got up and was able to walk normally for a month. Her left leg then began to drag, and shortly afterwards her right leg became weak again-. and she has only walked-with difficulty-on two or three occasions since. She only complains of weakness in the legs and says they feel numb. Since her illness began she has had nocturnal, and sometimes diurnal, incontinence of urine, but no fecal incontinence. The appetite has been good and the bowels act regularly. On admission (March 19, 1930) she was fairly well nourished and her colour is good. The teeth are sound and the tonsils are not enlarged. The heart and lungs are normal. There is a curvature of the back, with convexity to the left in the dorsal region, and the ribs on the left side form a prominent bulge.
Nervous System.-Both knee-jerks present, but feeble. Right ankle-jerk feeble, left absent. Both triceps present, but both biceps-jerks absent. Plantar reflexes flexor. Marked loss of power in both hands. Left-hand muscles wasted, main en griffe present on the left side.
The pupils react to light and accommodation. Dr. Maxted reports that the right disc is norwal, but the left disc shows definite partial atrophy, which he thinks is due to a retrobulbar neuritis; there is also a central scotoma in the field of vision on the left side. The abdominal skin reflexes vary, they were absent on admission, could be obtained on April 4, but were only present in the lower quadrant on May 5. There is distinct sensory loss on the left side, chiefly confined to the leg. Light touch is only just felt, definition between sharp and blunt is doubtful on the inner side, absent on the outer side, sensation of cold is weak and of heat is absent on both sides of left leg. There are patches on the outer side of the left leg where pin pricks are not felt.
Lumbar puncture was performed; the fluid was clear, but was not under pressure. Examination showed normal globulin and sugar. The cells were not counted and chlorides were not estimated. The Wassermann reaction was negative, both in the blood and in the cerebrospinal fluid. The catheter urine gave a growth of coliform bacilli on March 25, 1930, and again April 4. The urine also contained a few pus cells in the first examination only.
Electrical Reactions.-All the muscles of the right arm reacted to faradism and galvanism. Left arm: Deltoid, triceps and biceps react well to F. and G.; forearm: flexor subl. digit, no faradic response, G. R. sluggish. All other muscles react to F. Hand: All palmar interossei and fourth dorsal interossei, no response to F., slow to G; third dorsal interossei, no response F., sluggish G. thenar eminence, all muscles react to F. and G. Hypothenar eminence, adduct. minim. digit, G. and F. sluggish response. Flexor minim. digit, no F. response, fairly good G. All leg muscles respond to F. and G.
After a little treatment with faradism the patient complained of tingling in the hands, which became so acute that the treatment had to be given up. The left hand was also put on a splint, but subseqiuently blisters developed on the palm and between the fingers, resulting from slight pressure. Her condition improved considerably, so that she could walk without assistance, and was no longer incontinent. After treatment in the Norfolk and Norwich Hospital and in Guy's Hospital she was able to walk normally, and was discharged at the end of May. Since then the paralysis of both legs is reported to have returned.
Di8cu88ion.-Dr. WILKIE SCOTT suggested that the condition was subacute encephalomyelitis. Sometimes such a patchy distribution was a forerunner of disseminated sclerosis. He had seen a case much like this in a girl who had widespread weakness of arms and legs, as well as retrobulbar neuritis. Paralysis of all the limbs was so complete that recovery seemed impossible. Then she made a miraculous recovery, and went out of hospital with very little weakness, but she retained dorsiflexion reflex and nystagmus. Two years later she returned with the classical symptoms of disseminated sclerosis. The association of retrobulbar neuritis was against the diagnosis of syringomyelia, as also was the distribution of sensory and motor phenomena.
Dr. STARLING (in reply) said that when the retrobulbar neuritis was discovered he had thought of disseminated sclerosis, but the child had no symptoms which suggested that disease. There was perfect co-ordination of such limbs as she could use, and there was marked reaction of degeneration in the muscles of the left hand and arm. Also there were gross changes in the sensory symptoms, especially with regard to heat, cold and pain. He still thought syringomyelia was the correct diagnosis.
Cerebral Hemorrhage in a Boy now aged 14 years.-F. K. HAYMAN, F.R.C.S. April 27, 1926 (then 10 years old).-Dismounted from the back step of a bicycle and found his left leg useless. On examination was found to be perfectly conscious and remembered all details. He gave no history of trauma and had no signs of injury. The pulse-rate was 84. He was found to be suffering from: (1) Complete flaccid paralysis of left arm and hand; partial spastic paralysis of left leg with increased knee-jerk and extensor plantar resjonse; partial paralysis of left side of face; hemianesthesia affecting the left side, back and front, from head to foot. 28.4.26.-Left oculomotor paralysis appeared. All the symptoms improved rapidly and by May 19 (three weeks and a half later) he could walk fairly well and use his hand. Diagnosis.-Small hsemorrhage affecting the right crus cerebri. He has been doing clerical work, and his health remained good until this year.
February 17, 1930 .-While at work was seized with severe vertical headache with vomiting and had to be taken home. Physical signs were absent and pulse and temperature were normal.
18.2.30.-Headache was worse. Head retraction, Kernig's sign +, and vomiting. Temperature 98 8°F.; pulse 80.
Lumbar puncture yielded an ounce and a half of fluid under pressure; it was freely mixed with blood. Marked relief was obtained for a few hours but the same symptoms recurred. Lumbar puncture was performed four times during the next ten days for the same symptoms, each time with temporary relief. His pulse and temperature remained normal after the first day.
Cerebrospinal fluid was examined three times and found sterile, and was throughout freely mixed with blood.
Diagnosis.-Leaking congenital aneurysm at base of brain.
Patient recovered, .and by March 27 (five weeks from onset) was able to walk. Wassermann reaction negative. Blood-pressure 118/60. Urine normal.
Di8cus8ion.-Dr. A. MONCRIEFF said that this case was interesting, because of the early age of the patient. The boy was fortunate to have survived two attacks of cerebral hiemorrhage. The first attack localized the trouble more on the right side of the brain, and he asked whether ligature of the right carotid had been considered. That might obviate further hiemorrhage and possibly a fatal termination. It was dangerous for the boy to go about with such a condition.
